Objective: To describe the epidemiology and associated clinical features of gonorrhoea and chlamydial infection and to develop a profile of sexually transmitted diseases (STDs) 
Introduction
A specific target of the government's Health of the Nation strategy was to reduce the incidence of gonorrhoea among men and women aged years by at least 20% by 1995.' In this strategy, gonococcal infection has been used as a surrogate marker of sexual health and the decreased incidence of gonorrhoea taken to indicate a reduced potential for transmission for HIV. Developing a local profile of sexually transmitted diseases (STDs) is an important first step in meeting this target since it defines the extent of the problem in the community and allows evaluation of risk profiles for effective intervention.
The aims of this study were two fold: firstly, to describe the epidemiology and other associated features of gonococcal and chlamydial infections in individuals attending the newly opened Genito-Urinary Medicine Clinic (GUM) at Northwick Park Hospital, Harrow, England. Secondly, since both Neisseria gonorrhoeae and Chlamydia trachomatis have short incubation periods, are curable and do not confer long lasting immunity, we sought to use the information obtained to develop a profile of STDs in our catchment population.
Methods

Patient data
The case notes of all individuals with gonococcal and chlamydial infections diagnosed in the GUM clinic at Northwick Park Hospital between April 1992 and July 1994 were retrieved and the following epidemiological and clinical information obtained from eligible patients: age, gender, sexual orientation, number of sexual partners during the last three months, area of residence including post code at presentation, employment status, previous history of STDs and outcome of treatment, marital and employment status. In addition, for females, parity and history of termination of pregnancy (TOP) and/or abortions were obtained. Written requests were sent out to neighbouring GUM clinics for information on the overall numbers of Harrow residents diagnosed with gonococcal or chlamydial infections in these units during the same period. Thirty-two such cases were reported from one clinic, 9 of whom had gonorrhoea and 23 chlamydial infection. These individuals including those attending ante-natal clinics or general practitioner surgeries were not included in this study due to inadequate information. The above findings have implications for local public health interventions against the two infections. Firstly, subspeciation of gonococcal isolates can be used to track the emergence and spread of individual strains within the community as was shown by Handsfield'0 in a cohort of intravenous drug using casual sex workers in Seattle, King Country, USA. In addition, the appearance within the community of newer antibiotic-resistant strains of N gonorrhoeae can be monitored. Secondly, recognition of clusters of gonorrhoea and chlamydial infection allows us to undertake detailed analysis of behaviour and sexual network patterns of individuals with STD. Thirdly, with respect to chlamydial data, intervention strategies need to be spread more widely across the catchment population in order to cater for this STD as well. In practice, this might imply targeting schools, colleges, well-women/men clinics and family planning clinics throughout the district rather than singling out "high risk areas" only.
Our results confirm other epidemiological studies from genitourinary clinics in England and Wales showing more men with gonorrhoea than women but more women than men with chlamydia. Given the biological similarities between gonococcal and chlamydial infection and the fact that both conditions tend to be asymptomatic in women, the disparity in the male-to-female ratio between the two infections shown in this study and from the national data for England and Wales' 112 iS intriguing. A possible explanation is that diagnostic tests currently available for routine use detect chlamydia more readily in women than men. It has been suggested that non-cultural tests for chlamydia may be more sensitive in cervical than urethral infections because the number of chlamydia organisms is higher in the cervix than urethra.'3 Studies on chlamydial testing place the sensitivity of DFA and ELISA in asymptomatic men at 50%-84%.14 '5 If true, this would lead to under-diagnosis of chlamydial infection in men resulting in a spuriously low incidence in men on one hand, and increased infection of women by their untreated male partners, on the other. Alternatively, there might be greater efficiency for male-to-female transmission for chlamydia than gonorrhoea probably facilitated by a larger pool of asymptomatic chlamydial infection in men in the community.8 Studies involving male and female sexual contacts of patients with chlamydial infection, using culture'6 17 or non-culture tests,'8 have found a higher prevalence of chlamydia in female than male sexual contacts. The gender difference in the distribution of gonococcal infection is more difficult to explain. Since culture is the most sensitive method of detecting N gonorrhoeae in both sexes, detection failure in females is unlikely to account for this discrepancy and it seems conceivable that higher female to male transmission rates occur in gonococcal infection.'920
The relatively higher incidence of chlamydial infection in women, the high incidence of the same infection in England and Wales, in defiance of the conventional expectation of a decline in incidence similar to that observed with gonorrhoea and the mounting evidence suggesting that asymptomatic chlamydial infection in men rivals the proportions quoted for women'6-21 argue for a re-think of current intervention strategies. Taylor STD.6 These workers have also demonstrated health gains accruing from routine screening of all women for STD prior to TOP in terms of reduced post-abortal morbidity and cost-benefit impact. Thus, a case could be made for initiating similar intervention in our catchment population in collaboration with other relevant departments or agencies in pursuance of the Health of the Nation's objectives,' if there was compelling evidence that similar benefits could be realised in our population.
Conclusion
The apparent location of foci of gonococcal and chlamydial infection along the major transport routes and differences in the distribution of the two STDs in this small scale study may have implications for local public health interventions. To what extent the data reflect the situation in the entire Brent and Harrow health district is difficult to determine. Further special surveys involving larger populations are required to monitor trends in particular population groups to assist progress towards achieving targets for sexual health including control of HIV infection.
